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An extremely unusual condition that leads to intestinal
obstruction: Foramen Winslow hernia
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ABSTRACT

It is known that foramen Winslow hernia (FWH) is a very rare disease and difficult to diagnose because there are no specific examina-
tion findings. Patients usually present to the emergency department with an intestinal obstruction. Delay in diagnosis may cause isch-
emia and perforation of the intestinal loop. Difficulties in early diagnosis increase the probability of this condition resulting in mortality.
A 4]-year-old male patient was admitted to the emergency department with colic abdominal pain lasting for 2 days. The patient was
hospitalized for further examination and treatment. Due to the improvement in his clinical state, the patient was discharged; however,
2 days later, he was readmitted to the emergency department with an inability to pass stool or flatus, nausea, and vomiting, as well as
abdominal pain. After laboratory tests and imaging methods were applied to the patient, surgery was decided upon. In the laparoscopic
examination, it was observed that the small bowel loop herniated into the foramen Winslow (FW) at 220 cm proximally from the
ileocecal junction. Herniated bowel loops were reduced. The open FW was not intervened in, and the operation was terminated. Due
to their rarity, FWWHs are less likely to be considered a preliminary diagnosis in individuals who present to the emergency department
with intestinal obstruction. FWWH may be considered in patients with congenital anomalies and without previous abdominal surgery.
The best imaging technique for diagnosis is contrast-enhanced abdominal computed tomography (CT), and it is critical to recognize
bowel loops in the omentum minus on CT.
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INTRODUCTION

Early diagnosis and timely intervention are of vital importance;
mortality can increase by up to 50% with delayed interven-
tions.” Patients present to the emergency department with
signs of intestinal obstruction. Symptoms and findings can vary
from non-specific abdominal pain to acute abdomen, depend-
ing on the timely presentation of the patient.>¥l The most
important imaging method in diagnosis is computed tomog-
raphy (CT), which can provide information about both the

Internal hernia is defined as the herniation of any organ into
the intra-abdominal cavity caused by pathological or natural
causes.!'! The Foramen Winslow hernia (FWH) was first de-
scribed by Jacobus Benignus Winslow (1669—-1760). The cau-
date lobe of the liver above, the hepatoduedonal ligament an-
teriorly, the first part of the duodenum inferiorly, and the vena
cava posteriorly constitute the margins of the FW.2l FWH
refers to herniation in this area. Internal hernias account for
<1% of all abdominal hernias. FWH is known to account for
0.08% of all abdominal hernias and 8% of internal hernias.™
The small intestine (63%) and cecum, ascending colon (30%)

possibility of early diagnosis and the severity of incanceration
and strangulation.>¢

CASE REPORT

herniated in FWHs, and transverse colon herniation (7%) can
be seen rarely.l'! About 200 cases have been described in the
literature so far, and it is known to be a very rare condition.**!

A 4l-year-old male who had right upper quadrant pain in
the form of isolated colic was admitted to the outpatient
emergency department. On physical examination, it was de-
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Figure 1. A normal small bowel loop that entered the omentum without any sign of intestinal obstruction.

termined that vital signs were stable, with mild tenderness
in the right upper quadrant, no nausea or vomiting, and no
flatus fecal discharge. The patient stated that he had experi-
enced similar complaints in the past with milder symptoms.
The patient had a history of congenital left kidney agenesis. A
Lichtenstein hernia repair was performed due to left inguinal
hernia 10 years ago. The patient had no history of smok-
ing, alcohol addiction, or drug use. The small intestines were
shown to extend under the liver and pass to the omentum
minus side in the total abdominal CT with intravenous (i.v.)
contrast; however, intestinal obstruction findings were not
found (Fig. I). The patient was hospitalized with a preliminary
diagnosis of chilaiditis. At the time of admission to the emer-
gency room and follow-up, the patient’s liver enzymes, pan-
creatic enzymes, electrolytes, and other biochemical values
were within normal parameters. At the time of emergency
service admission, the patient’s white blood cell (WBC) count
was 12290/mcL, C-reactive protein (CRP) was 12 mg/L, and
lactate was 1.94 mmol/L.

Oral intake was stopped, and a nasogastric and urinary cath-
eter were inserted into the patient. [V hydration (0.9% NaCl,
5% dextrose), a proton pump inhibitor, was started as treat-
ment for the patient, and regular mobilization was recom-
mended. On the 5th day of the follow-up, oral intake was
started, the patient tolerated oral intake, infective param-
eters regressed, flatus feces discharge occurred, and he was
discharged on the 7th day.

The patient was readmitted to the emergency department 2
days after discharge due to nausea, vomiting, and an inability to
pass flatus and stool for 12 h. On physical examination, there
was widespread tenderness and distension in the abdomen,
but no signs of peritonitis were observed. The rectal examina-
tion revealed the ampulla to be empty. Small intestine loops
were shown to be dilated, air-fluid levels were observed in the
intestines, and small intestine loops were located in the omen-
tum minus in the entire abdominal CT with i.v. contrast (Fig.
2). Laboratory examination revealed WBC |1450/mcL, CRP

Figure 2. Small intestine loop passing into omentum minus and dilated small intestine segments due to intestinal obstruction
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10 (mg/L), and lactate 2.35 (mmol/L), but electrolyte and other
biochemistry parameters were within normal ranges. The pa-
tient was hospitalized in the general surgery service with a
preliminary diagnosis of intestinal obstruction, and surgery was
decided after the complaints did not regress in the 24 h follow-
up. Written and verbal consent was obtained from the patient.

The operation was started in the Trendelenburg position, and
the operating table was inclined to the left lateral of the pa-
tient. Laparoscopic exploration was performed using three
ports. The small intestine mesos was lengthy, and the omen-
tum majus was atrophic, according to the initial inspection.
Starting from the ileocecal junction, all small intestines were
explored proximally. A partial small bowel segment herniated
to FW in the ileocecal 220 cm (Fig. 3). Herniated bowel loops
were reduced. The defect was not closed, and the operation
was terminated because the greater omentum was agenetic
and formed the boundaries of vital structures (Fig. 4). The
patient was discharged on the 2nd postoperative day after
tolerating oral food, flatus feces discharge, and regression of
distension.

Figure 4. The foramen Winslow and its borders following the herni-
ated bowel loop’s reduction

Ulus Travma Acil Cerrahi Derg, October 2023, Vol. 29, No. 10

Figure 3. Laparoscopic view of herniated bowel loop to foramen Winslow

DISCUSSION

FWH patients may present with isolated epigastric and right
upper quadrant pain or may present with symptoms of nau-
sea, vomiting, and jaundice in addition to pain. Abdominal
contrast-enhanced CT was determined to be the most im-
portant imaging tool for diagnosis. CT can reveal information
regarding the presence and severity of obstruction in addi-
tion to the diagnosis. Despite this, the preoperative diagnosis
rate is below 10%. FWH is recognized to be caused by three
main factors: excessive visceral movement, elevated intra-
abdominal pressure, and enlargement of the FW. In addition
to these, anatomical risk factors include an atrophic greater
omentum and a lengthy small bowel mesentery.[”! Treatment
usually requires surgical reduction.®! Surgery is possible with
both open surgery and laparoscopic approaches, but it is
known that completing the operation with the laparoscopic
approach will enable the patient to recover faster.’’

Decompressing the intact bowel loop with controlled per-
foration will aid reduction in situations where the herniated
bowel segment cannot be reduced through surgical inter-
vention or there is a high risk of intestinal injury and per-
foration due to severe trauma while being reduced. So, it is
believed that the risk of uncontrolled fecal contamination
will be avoided and an uncontrolled perforation in a weak
intestinal segment will be prevented.’! Discussions continue
on whether to close the FW to prevent a recurrence. It is
known that there is still no standard approach to this issue.
While some experts suggest filling the FW with omentum
and detecting the intestinal meso or primary closure of the
FW, some experts stated that closing the FW will increase
portal vein thrombosis and cause jaundice due to bile duct
obstruction.”'"! In this case, the defect was not closed be-
cause of the agenetic omentum and the high probability of
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damaging important anatomical structures. In the literature,
it is seen that the herniated bowel segment is usually the ce-
cum and ascending colon in cases where the intestinal meso
is detected. The cecum and ascending colon were reduced to
the abdomen and fixed to the side wall of the abdomen. In
this case, it was not detected because the herniated bowel
segment was in the small intestine, and fixing the herniated
small bowel meso to another bowel meso would create a
new intra-abdominal space and cause another internal hernia.

CONCLUSION

Despite the advances in imaging techniques, it is difficult to
diagnose internal hernias due to FWH, which is very rare, but
seeing an intestinal loop in the omentum minus on contrast-
enhanced abdominal CT should suggest FWH. It should not
be forgotten that there may be other anomalies in patients
with congenital anomalies. In cases of intestinal obstruction
due to internal hernia, a laparoscopic approach can be consid-
ered as the first choice in the early period when there is no
incanceration, strangulation, or perforation of the intestines.
More studies are needed to determine the standard approach
for closure of FW after a reduction in internal hernias due
to FWH.
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Intestinal obstruksiyona neden oldukca nadir bir durum: Formen winslow herni

Dr. Muhammed Taha Demirpolat

Saglik Bilimleri Universitesi Umraniye Egitim ve Arastirma hastanesi Genel Cerrahi Klinigi, Istanbul, Tiirkiye

Foramen winslow hernisi (FWH) ¢ok nadir gorilen ve spesifik muayene bulgulari olmadig icin tani konulmasi zor olan bir hastalik oldugu bilinmek-
tedir. Hastalar acil servise ileus tablosu ile bagvurmaktadir. Tanida geg kalinmasi barsak ansinin iskemi ve perforasyonuna sebep olabilmektedir. Erken
tani konulmasindaki zorluk bu durumun mortalite ile sonuglanma ihtimalini artirmaktadir. 41 yasinda erkek hasta acil servise iki glindiir devam eden
kolik tarzda karin agrisi ile basvurdu. Hasta tetkik ve tedavi amaciyla genel cerrahi servisine yatirildi. Takiplerinde klinik tabloda rahatlama olmasi
lzerine taburcu edildi fakat 2 giin sonra karin agrisina bulanti ve kusmalarin eslik etmesi, gaz-gaita gikaramama durumunun eklenmesi ile tekrar
acil servise bagvurdu. Hastaya yapilan laboratuar ve gériintiileme incelemeleri sonrasi ameliyat karari alindi. Uygulanan laparaskopik incelemede,
ileogekal bileskeden proksimale dogru ilerlendi ve 220. cm de ince barsak ansinin Foramen Winslow’a herniye oldugu gérildi. Herniye barsak ansi
rediikte edildi. FW agikligina miidahale edilmedi ve operasyon sonlandirildi. Foramen winslow hernilerinin nadir goriilmesi, ileus nedeniyle acil ser-
vise bagvuran hastalarda 6n tani olarak diisiiniilme ihtimalini azaltmaktadir. Dogustan konjenital anomalileri olan, gegirilmis batin cerrahisi olmayan
hastalarda Foramen Winslow Herni ihtimali distinilebilir. Tanida en iyi gérintiileme yonteminin Kontrastli batin bilgisayarli tomografi (CT) olup

CT’de omentum minusta barsak anslarinin goriilmesi dnemlidir.

Anahtar sézcukler: Foramen Winslow herni; intestinal obstruksiyon; konjenital anomali.
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